Background {#Sec1}
==========

Primary healthcare (PHC) physicians may be considered the "gatekeepers" of the healthcare system in many countries, as they are often the first point of contact for patients seeking care or referrals to specialists or hospitals \[[@CR1]--[@CR3]\]. Job satisfaction of PHC physicians was found to profoundly influence the overall quality of the medical care provided \[[@CR4]\], their risk of burnout \[[@CR5], [@CR6]\], and their willingness to remain in the PHC field \[[@CR7]\]. In the present study, job satisfaction is defined as the way PHC physicians feel about their work \[[@CR8]\]. This is influenced by many factors, such as individuals' personality traits, their social environment, including work relationships, and workplace characteristics such as organizational values, working hours, workload, and income \[[@CR8]--[@CR11]\].

Existing literature on physician satisfaction has been showing increased recognition of the numerous difficulties that PHC physicians face in developed countries including workforce shortage, decreasing interest in the profession, and increased desire to retire early \[[@CR11]--[@CR14]\]. Several studies examining job satisfaction among physicians have been conducted following healthcare system reforms in countries such as the United Kingdom, Canada, Norway, China, Taiwan, and Iran \[[@CR9], [@CR15]--[@CR20]\]. For example, Taiwan established a national health insurance program in 1995 and achieved a 99.6% coverage by 2015 \[[@CR21]\]. However, Taiwanese PHC physicians were dissatisfied with the program due to the subsequent decline in revenue, increased working hours, unstable regulations, and the complicated claims system \[[@CR22]\]. Similarly, in China, reforms applied to implement universal health coverage by 2020 have caused the Chinese healthcare staff to feel overworked and less autonomous, with their income lowered due to the implementation of an essential drug list preventing them from generating additional income from over-prescribing \[[@CR23]\]. Iran implemented a family physician program in 2004 \[[@CR20]\], which made thousands of family physicians available to the general public resulting in a tenfold increase in the patient-physician ratio \[[@CR24]\]. As a result, physician satisfaction scores in one province in the country decreased because of increased job contract insecurity \[[@CR20]\].

In Indonesia, PHC is provided by general physicians in government-owned healthcare centers and private healthcare facilities. There are over 9754 district-level health centers \[[@CR25]\] nationwide, with various auxiliary health centers located in some sub-districts. Secondary and tertiary healthcare is provided by public and private hospitals in every city \[[@CR26]\]. Before the implementation of the national health insurance scheme, *Jaminan Kesehatan Nasional* (JKN), most health service costs were out-of-pocket. Only health centers and a small number of select private PHC physicians had contracts with *PT. Askes*, an organization that provided health insurance for civil servants. Following the reform on January 1, 2014, the government began encouraging Indonesians to register as JKN members. This led to the establishment of far more PHC facilities in contract with *Badan Penyelenggara Jaminan Sosial Kesehatan* (BPJS for Health), a health insurance organization that replaced *PT. Askes* following the implementation of JKN. As a result, the payment system has changed from out-of-pocket to social insurance-based payments.

An important factor influencing physician job satisfaction is the healthcare payment model or financing system \[[@CR17]\]. In Indonesia, the healthcare financing system was radically altered by the JKN, changing from a retrospective, fee-for-service (FFS) model to a prospective method based on capitation funding in PHC and diagnosis-related groups (DRGs) in secondary and tertiary care \[[@CR27]\]. DRGs are a form of prospective payment based on diagnosis packages; under the capitation model, the income of the PHC facilities is calculated per healthcare scheme participant multiplied by the number of participants registered in those facilities. Thus, PHC facilities must manage their income to fund not only curative and rehabilitative care and essential medical treatment, but also preventive and promotive care \[[@CR28]\]. This has led to an increase in cost containment practices affecting the income and the degree of professional autonomy of the physicians \[[@CR29]\].

Moreover, with the implementation of clinical pathways and a national formulary, physicians must now comply with clinical practice guidelines more than ever before. PHC service has changed from physician-centered to patient-centered care and from individual-based to team-based services. Healthcare facilities' eligibility for resources (e.g., practice legalization, human resources, medical facilities) is now assessed by one insurer, BPJS for Health, through a credentialing and evaluation process \[[@CR30]\]. Therefore, following the implementation of the JKN, the working culture of PHC has also changed from activity-based to performance-based. The health care reform has also decreased the number of obstetric deliveries attended by traditional birth attendants and increased healthcare utilization, including use by impoverished and near-impoverished people \[[@CR30]--[@CR32]\]. Overall, the system, culture, and patients' preferences have changed \[[@CR29]\], which has significantly impacted physician satisfaction \[[@CR33]\].

There are many frameworks for measuring job satisfaction, such as the facets/aspects model, discrepancy model, and steady-state theory \[[@CR8]\]. Herzberg's theory is often mentioned when considering in job satisfaction theories. In the current literature, the theory is included under the umbrella of motivation theory, while a motivation theory, Maslow's hierarchy of needs, is used as a foundation of job satisfaction theories \[[@CR34]\]. The discrepancy model describes how people compare their feelings about their current job to an ideal job, while the steady-state theory posits that people have a baseline level of job satisfaction, which rises or falls relative to that level. However, in this study, we have relied on the facets/aspects model, which involves breaking jobs down into various aspects and evaluating the satisfaction with each aspect \[[@CR8]\]. This model has been widely used in studies employing multidimensional instruments \[[@CR35]\] such as the Job Satisfaction Scale (JSS) \[[@CR36]\]. The latter is one of the most relied-upon tools, designed to measure numerous job aspects relevant to employee satisfaction in the human service sector \[[@CR37]\]. The tools measure aspects such as the amount of variety in a job, opportunities to use one's abilities, freedom of working methods, the extent of responsibilities, physical working conditions, hours spent working, income, recognition for work, relationship with colleagues, and overall job satisfaction. However, it does not capture some of the important job aspects specific to the PHC facilities.

Most research on PHC physician satisfaction in Indonesia has focused on one aspect, the satisfaction with the capitation system, without considering other aspects impacted by the healthcare reforms \[[@CR38]--[@CR40]\]. One study did, however, examine satisfaction with capitation, remuneration, patient numbers, service standards, and working environments following the implementation of JKN \[[@CR41]\]. Nonetheless, existing questionnaires do not cover specific aspects for PHC physicians or of the current Indonesian reform. Considering the narrow scope of studies focusing on PHC physician satisfaction following the healthcare reform in Indonesia, it is necessary to determine which aspects of job satisfaction are most relevant post-reform. Therefore, the present study aimed to address the following questions:Which aspects of PHC physician satisfaction were measured in previously published studies?Which aspects are relevant for measuring job satisfaction among PHC physicians in Indonesia under the current health reforms?

Methods {#Sec2}
=======

Search strategy {#Sec3}
---------------

A scoping review was conducted using the PubMed, Psycinfo, and Web of Science databases. We systematically searched literature using terms with the same meaning as "physician," "primary healthcare," and "satisfaction," with other words combined using Boolean operators. We did not include "NOT patient/family/parent satisfaction," because such a search would have overlooked articles examining the relationship between PHC physician satisfaction and patient, family, and parent satisfaction.

Figure [1](#Fig1){ref-type="fig"} shows a mind map of the keywords and search strategy.Fig. 1A mind map of the keywords and search strategy

The search was conducted in November 2016 and was limited to English articles published between January 2006 and December 2015.

Review process {#Sec4}
--------------

### Inclusion and exclusion criteria {#Sec5}

We included studies on job satisfaction that featured PHC physicians as a sample population and excluded studies that only considered other healthcare professionals such as hospital physicians, nurses, and midwifes. We included articles wherein job satisfaction was a primary or secondary outcome in order to keep the essential aspects of job satisfaction at the primary and secondary level. Both quantitative and qualitative studies were considered in the review.

Studies were excluded if they focused on general practitioners (GPs), medical students, or GPs working in hospitals because such professionals work in different environments than PHC physicians. Study protocols, systematic literature reviews, and questionnaire development articles were also excluded.

The review process had six stages. First, articles were identified through database searches that highlighted date of publication, language, and duplicate articles. Second, we evaluated the relevance of the studies by reviewing their abstracts. Third, we screened the full texts of the remaining articles for eligibility, and fourth, we reviewed the eligibility of these articles.

As the fifth step, we synthesized the various aspects of PHC physician job satisfaction in the selected articles. We identified the aspects of job satisfaction in each article by reading the articles in full, focusing on the methods, results, discussion, and appendices. For articles that did not directly discuss the specific aspects that were measured and reported only the general job satisfaction, we reviewed the questionnaires used in the studies. If the questionnaires were not available, we considered it an overall job satisfaction measure (with overall satisfaction as one of the aspects of physician satisfaction). We then listed all the identified aspects and categorized them based on previously defined aspects in existing questionnaires such as the JSS. When aspects were too specific, we broadened their scope. For example, "future payment prediction" and "balance between income and workload" were grouped into a "financial" category. Additionally, "communication with referral destination" and "variety of local specialists" were merged into a "referral" category. We then counted the number of articles that mentioned each aspect of job satisfaction and calculated the percentage of the total number of articles reviewed that mentioned each aspect.

In the sixth and final step, we identified aspects of job satisfaction relevant to PHC in Indonesia using selection criteria that focused on the aspects of job satisfaction that were mentioned by more than 5% of the articles and were relevant to the current Indonesian healthcare reform. The relevance of these facets to Indonesian PHC is justified in the discussion section of this review. The articles were also classified according to publication year and country in which the research was conducted in order to identify the publication trends in job satisfaction studies.

Results {#Sec6}
=======

We retrieved 3447 articles that met the publication date and language criteria. We checked for duplicate records automatically using Endnote software as well as manually. After duplicate records were removed, 2815 abstracts were reviewed. We excluded 2009 articles via abstract review, 129 via full-text review, and 237 through a second full-text review, leaving 440 articles for the analysis. We extracted the aspects of job satisfaction from those articles. Figure [2](#Fig2){ref-type="fig"} shows the article selection process.Fig. 2PRISMA 2009 flow diagram of article selection process

We observed a relatively stagnant trend in PHC physician satisfaction studies over time: the number of published studies increased from 35 in 2006 to 51 in 2015, with the number of published studies peaking at 53 articles in 2009 and 2013. Most studies were conducted on PHC physicians in developed countries, particularly the United States of America (35.45%), Canada (10.91%), the United Kingdom (9.32%), and Australia (7.95%). Multi-country studies were featured only in 2.50% of the reviewed articles and discussed between 2 and 25 countries. Few studies were conducted on countries that underwent recent healthcare system reforms to implement UHC, such as China, Taiwan, and Iran. Figure [3](#Fig3){ref-type="fig"} shows the number of articles on PHC physician satisfaction published annually (2006--2015), and Table [1](#Tab1){ref-type="table"} displays the distribution of articles by country focus.Fig. 3Published articles on job satisfaction in PHC by yearTable 1Distribution of studies by countryCountryNumber of articles (*n* = 440)The United States of America156 (35.45%)Canada48 (10.91%)The United Kingdom41 (9.32%)Australia35 (7.95%)Netherland14 (3.18%)Norway13 (2.95%)Multiple countries^a^11 (2.50%)Germany11 (2.50%)Spain9 (2.05%)China8 (1.82%)France7 (1.59%)Ireland6 (1.36%)Denmark6 (1.36%)New Zealand5 (1.14%)Israel5 (1.14%)Iran5 (1.14%)Other countries^b^: Finland, Sweden, Switzerland, Belgium, Croatia, Hungary, Italy, Portugal, South Africa, Taiwan, Turkey, Austria, Egypt, Malaysia, Saudi Arabia, Singapore, Afghanistan, Brazil, Colombia, India, Lithuania, Moldova, Mongolia, Nigeria, Pakistan, Rep. Macedonia, Sri Lanka, Tanzania, UAE, Uganda60 (13.64%)^a^The studies featured analyses of multiple countries^b^One to four studies were conducted in each country

We identified 23 aspects of PHC physician job satisfaction. Table [2](#Tab2){ref-type="table"} shows all 23 aspects, their definitions, reference frequencies across articles, and example articles.Table 2Aspects of PHC physician job satisfaction, definitions, percentage distributions, and article examplesNo.AspectDefinitionPercent^a^Examples^b^1Physical working conditionsSatisfaction with facility resources (e.g., medication, technology, laboratory and other diagnostic equipment) and practice location (e.g., practice workspace; geographical location; urban, rural, or remote area; whether physician lives in practice location, weather)32.50Satisfaction with laboratory equipment \[[@CR42]\], electronic health records (EHR) \[[@CR43]\], electronic patient files \[[@CR44]\], workplace-practice location \[[@CR9]\], building or room for practice \[[@CR45]\], community and living near the practice location \[[@CR46]\]2Overall job satisfactionPhysicians' level of general satisfaction30.91Overall job satisfaction \[[@CR7]\]3Patient care/treatmentSatisfaction with treatment model/program, therapy/medication, care provision for some diseases, promotive and preventive programs, clinical guidelines, supporting tools for diagnosis, own skill in treating patients' health problems, presence of clinical problems, availability of clinical information, organization of specific therapeutic procedures related to therapy, and quality of care21.59Satisfaction with Geriatric Care Model for managing frail and older people with chronic diseases at home by a team in the Netherlands \[[@CR47]\]; satisfaction with a Guided Care model for treating older patients with chronic diseases by a team in Baltimore-Washington, DC \[[@CR48]\]; ability to treat mental diseases \[[@CR49]\], and promotive and preventive programs for people with Intellectual Disabilities \[[@CR50]\].4ReferralSatisfaction with referral system, access to referrals, referral destination (other physicians, specialists, hospitals), relationship and communication with referral destination, facilities of referral destination, counter-referral system, waiting time for referral, variety and quality of referral destination in the area, and recommendation or outcome of referral destination18.64Satisfaction with the relationship with a hospital \[[@CR51]\]5Relationship with colleaguesSatisfaction with the relationship with colleagues (other physicians, medical and non-medical staff) or team members, availability, and capability of co-workers14.55Satisfaction with the relationship with colleagues, including subordinates and nurses \[[@CR9]\], and with the availability of locum tenens \[[@CR51]\]6FinancialSatisfaction with current income, reward system, reimbursement from insurance, balance between income and workload, prediction of future income, market availability, and other financial benefits (e.g., health insurance, retirement, vacation, education, financing of continuing medical education \[CME\]).12.95Satisfaction with balance between income and workload \[[@CR52]\] and with Medicare/Medicaid reimbursement \[[@CR46]\]7WorkloadSatisfaction with number of patients, work pressure, and variety of work (e.g., administration, promotion, management, teaching, and research)12.27Satisfaction with promotion tasks, management, teaching \[[@CR6]\], and administrative work for documentation \[[@CR6], [@CR46]\]8Time of workSatisfaction with work time, schedule, time management, time for taking care of patients, time outside of work (e.g., personal time, vacation, sick leave)11.36Satisfaction with time outside of work (sick leave and vacation or leisure time) \[[@CR9]\]9Autonomy/freedom to choose own method of workSatisfaction with the extent to which physicians have autonomy to choose their method of work9.32Satisfaction with autonomy \[[@CR11]\] and self-decisions in the job \[[@CR52]\]10Recognition for good workSatisfaction with the extent to which physicians are appreciated by patients, colleagues, senior staff, managers, and the community9.09Satisfaction with appreciation by patients, colleagues, managers, and the community \[[@CR53]\]11Opportunity to use abilitiesSatisfaction with the extent to which physicians can use their abilities in their work7.27Satisfaction with the opportunity to improve work capacity \[[@CR52]\]12Relationship with patients, families, and communitiesSatisfaction with relationships with patients, patients' family, and community, communication with the patient and families, patient and families involvement, attention, and satisfaction6.59Satisfaction with physicians' contact with patients \[[@CR11]\], consultations with parents, and family interventions \[[@CR6]\]13PHC facility organization and management styleSatisfaction with the organization of their practice, such as the administration and management, vision, relationship with managers, managers' competence, and the financial aspects of the organization.5.91Satisfaction with the management system in the workplace and physicians' immediate boss \[[@CR54]\]14EducationSatisfaction with previous education (e.g., residency training) and learning opportunities (training, congress, library access, professional consultation, CME).5.00Satisfaction with training residency \[[@CR55]\] and learning or CME opportunities \[[@CR10], [@CR11]\]15Practice in medicineSatisfaction with practicing medicine and choosing their specialty3.18Satisfaction with practicing medicine \[[@CR56]\] and the selection of specialty \[[@CR57]\]16PromotionSatisfaction with opportunities for a promotion or career development2.50Satisfaction with the transparency of promotion path \[[@CR58]\] and opportunity for promotion \[[@CR54]\]17Personal lifeSatisfaction with their own life including balance between job and personal life2.50Satisfaction with balance between job and private life \[[@CR52], [@CR58]\]18Job securitySatisfaction with the stability of their work1.82Satisfaction with job security \[[@CR54]\] and stability of work \[[@CR52]\]19Healthcare system/healthcare regulation/lawSatisfaction with healthcare system (in general and for specific diseases), regulations regarding practice of medicine, and malpractice environment.1.59Satisfaction with malpractice environment and administrative requirements for the practice of medicine \[[@CR57]\], healthcare system for mental diseases \[[@CR59]\] and for people with intellectual disabilities \[[@CR50]\]20Spouse and family satisfactionPhysicians' satisfaction with spouse and family satisfaction, specifically location, jobs for spouses, children's education, social relationships, and quality of family life1.36Satisfaction with spouses' satisfaction with practice location, physicians' work life, spouses' career, and closeness of extended family \[[@CR46]\]21Stress-related workSatisfaction with their level of work stress0.91Satisfaction with the level of work stress \[[@CR58]\]22Health insurerSatisfaction with the organization of the health insurance (e.g., communication)0.23Satisfaction with communication \[[@CR60]\]23Job performanceSatisfaction with their job achievement0.23Satisfaction with their job performance \[[@CR56]\]^a^The number of articles in each aspect divided by the total number of articles (440 in the review^b^Example of aspects in the reviewed articles

Discussion {#Sec7}
==========

Of the 23 aspects of PHC physician job satisfaction, several were not featured in the JSS questionnaire despite the importance of the aspects such as referral systems, relationships with patients and their families, patient care and treatment, and healthcare and health insurer systems at the systemic level. Our results seem to confirm that while the JSS is suitable for measuring job satisfaction in the human services sector \[[@CR37]\], it is not entirely appropriate for measuring satisfaction among PHC physicians.

Job satisfaction facets relevant to Indonesian PHC {#Sec8}
--------------------------------------------------

We identified 13 aspects of PHC physician satisfaction that are relevant to the Indonesian context and were mentioned in over 5% of articles: physical working conditions, overall job satisfaction, patient care/treatment, referral systems, relationships with colleagues, financial characteristics, workload, time of work, degree of autonomy, recognition for good work, opportunities to use abilities, relationships patients and their families, and PHC facility organization and management style. Furthermore, because changes in the healthcare system shape changes in physician satisfaction, we identified three aspects of PHC physician satisfaction relevant to developing countries and countries undergoing healthcare reforms: medical education, healthcare system type, and health insurance organizations. For example, health insurance organizations have played a key role in healthcare reforms in South Korea \[[@CR19]\], and gaps in the medical education system in developing countries can lead to a lack of competency among physicians \[[@CR61]\]. The 16 aspects are discussed in detail in the following paragraphs.

*Physical working conditions* included practice location (i.e., in urban, suburban, and rural areas), practice workspace, and facility resources. While the Indonesian government has established healthcare centers and placed more medical residents in island areas and impoverished regions, these areas remain underdeveloped and have limited access to PHC \[[@CR62]\]. The physical conditions of these healthcare centers also vary widely. In 2013, 64% of centers were in good physical condition, while 26% had minor physical flaws, 9% had sustained severe physical damage, and 0.52% were completely damaged \[[@CR63]\]. Moreover, the availability of electricity and clean water in healthcare centers also varies: a 2011 study by the Ministry of Health found that over a 24-h period, electricity availability in one healthcare center ranged from 35.6 to 99.8%, while clean water availability ranged from 29.5 to 89% \[[@CR26]\]. A study of three cities in the East Java Province, an area with one of the highest levels of development in Indonesia, found that 90.8% of physicians were satisfied with their working conditions \[[@CR64]\]. This suggests that lower job satisfaction may be found in areas with poor physical working conditions.

Indonesian healthcare system currently operates a tiered referral system that was not optimally implemented before the JKN reforms \[[@CR26], [@CR27]\]. Under the FFS system that existed prior to the reforms, many patients visited specialists directly and either skipped visits with PHC physicians entirely or only asked for referral letters from PHC physicians without obtaining treatment. As a result, PHC physicians felt that patients did not appreciate them. Moreover, the lack of facilities forced PHC physicians to refer patients elsewhere \[[@CR39], [@CR40]\], which prevented the physicians from fully exercising their abilities. Thus, *recognition of good work* and *opportunities to use abilities* are important aspects of PHC physician job satisfaction that should be considered under the current healthcare system.

Under JKN, patients are encouraged to follow the strictly tiered *referral system* made possible by new regulations for payment eligibility by the BPJS for Health, except in the case of emergencies \[[@CR65]\]. Physicians must treat patients in accordance with Indonesian competency standards and clinical practice guidelines for physicians in PHC facilities \[[@CR66]--[@CR68]\]. When necessary, PHC physicians can refer patients to C or D hospitals (i.e., secondary care providers); when higher specialization is needed, secondary care providers can refer patients to A or B hospitals (tertiary care providers). Despite these new regulations, there are many direct referrals from PHC physicians to A hospitals and many cases are treated in hospitals despite falling under the scope of PHC physician care \[[@CR69]\]. The referral rates during the *PT. Askes* and JKN eras were 16% and 12.5%, respectively. Both referral rates are higher than the national standard of 10% \[[@CR40], [@CR70]\].

JKN introduced several new programs providing guidelines for PHC physicians in *patient care and treatment*, such as the Management of Chronic Diseases Program for type 2 diabetes and hypertension, as well as the counter-referral, home visits, and health screening programs. Additionally, Indonesian PHC physicians typically work with *colleagues and healthcare professional networks* (e.g., networks of other physicians, dentists, nurses, midwives, pharmacists, and administrative staff). When PHC facilities cannot provide basic services such as immunization and family planning, PHC physicians can refer patients to other PHC facilities using these networks.

*Financial issues* are increasingly important to PHC physician satisfaction in Indonesia \[[@CR38]--[@CR41]\]. Before 2014, PHC clinics used the FFS system, where employed PHC physicians were paid by the PHC facility owners at a fixed salary and/or based on the number of patients examined. During this time, only a small number of PHC facilities had contracts with *PT. Askes* and used the capitation system. Physicians were somewhat dissatisfied with the capitation system used by *PT. Askes* \[[@CR38]--[@CR40]\]. Under JKN, PHC facilities are paid mainly based on capitations \[[@CR27]\]. There is also additional income from capitation for healthcare center physicians \[[@CR71]\]. For PHC physicians who work as employees in PHC clinics, income payments are dependent on the manager or owner of their respective PHC facilities. The management style of PHC facility leadership is an important aspect of the job satisfaction for the employed PHC physicians. Research conducted in a district in the East Java province showed that the leadership styles of healthcare center managers are associated with employee performance \[[@CR72]\]. Because of this relationship, there is a need to measure the physician satisfaction with *PHC facility organization and management style*.

Due to the relatively low amount of nominal capitation, the capitation system may lead physicians to perceive that they have less *autonomy* by limiting their ability to treat patients \[[@CR40]\].

Since the number of PHC facilities is constantly rising---from 13 209 facilities in 2012 to nearly 19 969 facilities in 2015---the working conditions for many PHC physicians are changing \[[@CR73], [@CR74]\]. The ratio of physicians per 100 000 inhabitants remains low in Indonesia, at about 16.04 (10.95--39.18 by province) \[[@CR25]\]. There has also been an increase in the number of patients visiting PHC centers, from 61.7 million in 2014 to 100.6 million in 2015 \[[@CR74], [@CR75]\]. Thus, PHC physicians face an increasingly high *workload*. Apart from patient care duties, PHC physicians working in healthcare centers often perform administrative and bureaucratic tasks such as holding meetings regarding their areas of responsibility in a given district. Various new tasks have also been introduced, such as promotion and preventive services, basic immunization, and family planning programs. A study conducted on the island of Sulawesi revealed that some healthcare workers were less satisfied because of a lack of a sense of reward and high workload \[[@CR76]\].

*Time of work* is another aspect of job satisfaction that was revealed in the current results. Indonesian physicians are allowed to practice at a maximum of three facilities \[[@CR77]\]. Increasingly more physicians work as civil servants in public hospitals or healthcare centers in the morning and private clinics or solo practices in the afternoon \[[@CR78]\]. Additionally, physicians providing inpatient care in healthcare centers or PHC clinics have on-call duty (i.e., work that takes place outside of their normal hours). Many physicians also provide health services outside of their practice schedules, typically to neighbors and relatives, due to the Indonesian cultural practices.

While *relationships with patients, their families, and community* members were only mentioned in 6.59% of the articles reviewed, after the introduction of the JKN, PHC services have become more patient-oriented through the gatekeeper concept \[[@CR79]\]. PHC physicians are the first point of contact for patients and their families seeking healthcare. Therefore, physicians' satisfaction with their relationship with patients should be measured. There have been reports of violence against PHC physicians by patients' family members \[[@CR80]\], suggesting that family-physician relationships are important facets to consider. In addition, one study found that 81% of the community of JKN participants were satisfied with PHC, hospital, and BPJS for Health services \[[@CR81]\].

The Indonesian healthcare system still struggles with specifying the competencies of healthcare workers \[[@CR82]\]. Indonesian PHC physicians were found to independently manage only one third of the cases that fall into the range of ailments that must be treated by PHC physicians, \[[@CR83]\]. This may be because only about 22% of medical faculty have an A status---the highest accreditation status \[[@CR28]\]. Accordingly, even though *medical education* was mentioned in only 5.00% of articles, physicians' satisfaction with it should be considered when measuring job satisfaction.

The *healthcare system* and *health insurer* aspects of PHC physician job satisfaction were mentioned in only 1.59% and 0.23% of the articles, respectively. Similarly to Indonesia, South Korea and Taiwan both have implemented single-payer insurance systems and examined physicians' satisfaction with the healthcare system and health insurer---the BPJS for Health \[[@CR19], [@CR22], [@CR84], [@CR85]\]. Single-player systems can lead to greater monopsony power and, by extension, greater purchasing power of the insurers \[[@CR86]\]. Thus, measurement of PHC physician satisfaction with the BPJS for Health, the single-payer insurer under JKN, is needed. In 2015, about 74% of PHC facilities' were satisfied with BPJS for Health \[[@CR81]\].

Finally, *overall job satisfaction* was mentioned in 30.91% of articles. While overall job satisfaction is not a specific aspect of the PHC physician job satisfaction, the concept cannot be ignored because it appears to be the second most frequently measured construct. Moreover, by measuring overall job satisfaction, we may be able to develop a general understanding of job satisfaction following the healthcare reform in Indonesia.

Strengths and limitations {#Sec9}
=========================

This review extracted aspects of PHC physician satisfaction in studies published worldwide, including qualitative studies. Thus, the results of the present study revealed a number of well-documented aspects of PHC physician job satisfaction. Nevertheless, our reliance on previous questionnaires means that some relevant aspects were not considered. Furthermore, some articles did not report all the items/aspects of these questionnaires in their publications. Additionally, the present review relied only on free access full-text articles or those accessible through the electronic library of Heidelberg University, thereby potentially omitting a large portion of research. Moreover, a potential bias might have resulted from the fact that only one reviewer selected and synthesized the present aspects.

Conclusion {#Sec10}
==========

The job satisfaction measures that comprise currently validated questionnaires such as the JSS are not always appropriate for measuring the job satisfaction of Indonesian PHC physicians. In this study, we identified 23 aspects of PHC physician job satisfaction from published articles and selected 16 facets deemed most relevant to the Indonesian context, enabling the development of accurate and context-specific measures of Indonesian PHC physician job satisfaction. Future research in this field should disaggregate the existing questionnaires by directly contacting the article authors or through other means in order to update the existing measures. Moreover, further research to confirm these aspects should include focus group discussions with Indonesian healthcare experts as well as engage in further quantitative analysis.
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